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Critical incident report: total airway obstruction secondary to design of a tracheostomy set
To the Editor: We wish to report an incident involving the use of a Riisch tracheostomy set. The patient, a 61-yr-old woman requiring prolonged ventilatory support after cardiac surgery, had an elective tracheostomy performed in the operating room with insertion of a Riisch Ultra Tracheoflex | no 7 tracheostomy cannula. Uneventful mechanical ventilation was resumed in the intensive care unit. Shortly thereafter, the patient was turned to her side and immediately became tachypnoeic. Within minutes, she was cyanosed and ventilation via the tracheostomy cannula was impossible. The cannula was withdrawn completely, the trachea intubated via the oral route and normal ventilation resumed while waiting for surgical reinsertion of another tracheostomy cannula. The patient remained haemodynamically stable throughout the incident and suffered no apparent sequelae.
The Riisch cannula is composed of two separate parts: (1) a cannula and (2) an adjustable flange to secure the cannula in the neck. The cannula is fixed in position by tightly screwing the metal locking ring (arrow, Figure 1 ) on the restraining collar of the adjustable flange.
It became rapidly apparent that displacement of the tracheostomy cannula was the cause of the patient's airway obstruction. Turning the patient to her side led to FIGURE 2 Traction on the connector leads to displacement of the cannula within the flange with subsequent tracheal obstruction and inability to ventilate. accidental traction on the cannula firmly connected to the breathing tubes of the respirator by the built-in connector. We believe that outward displacement of the cannula (1) led to tracheal obstruction, the cannula being perpendicular to the trachea, and (2) rendered ventilation impossible, the distal orifice of the cannula lying against the posterior tracheal wall (Figure 2 ). Initially it was thought that the locking ring had been insufficiently tightened, but manipulation of the tracheostomy set after the incident disclosed that while maximal tightening of the screw ring made slipping of the cannula more difficult, it could still be moved within the flange quite easily.
While the Riisch Ultra Tracheoflex | set presents some interesting characteristics such as a built-in connector and a construction designed to minimize tracheal trauma, we believe the design of the restraining collar should be improved. Fenestration of the cannula may help prevent total respiratory obstruction. 
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